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This visit was for the Investigation of Complaints
IN00205634 & IN00206078.

Complaint IN00205634 - Unsubstantiated due to
lack of evidence.

Complaint INO0206078 - Substantiated. No
deficiencies related to the allegations are cited.

Survey dates:
July 28, August 1 & 2, 2016

Facility number: 001127
Provider number: 155771
AIM number: 200247220

Census bed type:

NF: 140

SNF/NF: 30
Residential: 113
Total: 283

Census payor type:
Medicare: 19
Medicaid: 99

Other: 52
Total: 170
Sample: 6

Franklin United Methodist Community was found
to be in compliance with 42 CFR Part 483,
Subpart B and 410 IAC 162-3.1 in regard to the
Investigation of Complaints IN00205634 and
IN00206078.

QR was completed by 99993 on 08/03/16.
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